Correspondence to Dr Tristan Ferry, tristan.ferry@univ-lyon1.fr figure 1A ). There was no pain. Her C reactive protein level was 1 mg/L in plasma. There was no reason to consider other sites of infection. Spinal X-rays showed failure of surgery for correction of sagittal imbalance with worsening of the spinal deformity, implant migration and implant loosening at the lower part of the instrumentation (figure 1B). Late postoperative spinal implant infection with fistula was diagnosed. Total explantation of the instrumentation (including the 2 rods and the hooks) with wide debridement was performed, and abscesses, detected close to each hook, were drained. Surgical samples grew Enterococcus faecalis. The patient received high doses of intravenous amoxicillin for 1 month and amoxicillin orally for 4 months thereafter. No pain remained and the spinal deformity has not worsened at 2-year follow-up.
Treatment of spinal implant infection is challenging, and late enterococcal spinal implant-related infections are poorly described.
1 Surgical debridement, implant retention and a 3-month antibiotic therapy have been proposed for acute infection (<1 month). 2 However, the duration of antimicrobial therapy for chronic implant infection is unknown. For patients in whom the material has not been totally removed, long-term suppressive antimicrobial therapy is usually proposed. 1 Whereas, for those patients in whom the material has been totally removed, an antibiotic therapy <6 months is probably sufficient, as is proposed for lower limb implant-associated bone and joint infections such as of the prosthetic joint. 
